S ubstance abuse intensive outpatient programs (IOPs) are ambulatory services for individuals with substance use disorders who do not meet diagnostic criteria for residential or inpatient substance abuse treatment as well as for individuals who are discharged from 24-hour care in an inpatient treatment facility and continue to need more support than the weekly or biweekly sessions provided in traditional outpatient care (1) . IOP services offer a minimum of nine hours of service per week in three, three-hour sessions; however, some programs provide more sessions per week or longer sessions, and many programs become less intensive over time (1, 2) . Because services are provided in outpatient settings, the duration may be longer than that required for inpatient services. Individuals in IOPs remain in their homes, reduce the use of expensive inpatient care, and learn to recover in their community (1) .
Since 2002, the annual census of specialty addiction treatment facilities in the United States has consistently identified IOPs as second in prevalence only to regular outpatient treatment for alcohol and drug use disorders. In 2011, there were 6,089 treatment programs in the United States that reported offering IOP services (44% of 13,720 addiction treatment programs), and IOPs served 141,964 patients-12% of the 1.2 million patients receiving specialty addiction treatment (3).
This article reports the results of a literature review that was undertaken as part of the Assessing the Evidence Base Series (see box on this page). The purpose of this review was to provide policy makers, treatment providers, and consumers with current information on IOPs so that they can make informed decisions when comparing these programs with alternative treatments. Public and commercial health plan administrators may use this information to assess the need to include IOPs as a covered benefit. Our assessment of IOPs defines the programs as a level of care, reviews available research, and evaluates the quality of the evidence, most notably compared with evidence for the effectiveness of inpatient treatment services.
Description of the service
IOPs treat individuals with substance use disorders or co-occurring mental and substance use disorders who do not require medical detoxification or 24-hour supervision. IOPs provide a specified number of hours per week of structured individual, group, or family therapy as well as psychoeducation about mental and substance use disorders.
The American Society of Addiction Medicine (ASAM) defines five levels of care to guide practitioners in selecting the appropriate intensity for treating alcohol and drug use disorders: Level .5 (early intervention services), Level I (outpatient services), Level II (intensive outpatient services), Level III (residential and inpatient services), and Level IV (medically managed intensive inpatient services) (2) . Thus IOPs represent a higher level of care than usual outpatient services and a lower level of care than residential and inpatient services. (A separate article in this series addresses residential treatment for individuals with substance use disorders [4] .)
The Substance Abuse and Mental Health Services Administration defines a set of core services for inclusion in IOPs, such as a specified number of hours of structured programming per week; individual, group, or family therapy; and psychoeducation about substance use disorders and mental disorders (1) . Table 1 provides a description of the service.
IOP goals are to help the individual learn early-stage relapse management and coping strategies, to ensure that the person has psychosocial support, and to address individual symptoms and needs. However, broad variation across programs in terms of service delivery (for example, mechanisms for screening and assessment), treatment planning and provision, crisis management, discharge planning, and the intensity and duration of care limit attempts to assess the quality and effectiveness of care across IOPs. Moreover, IOP services vary by setting: hospitals, community behavioral health centers, and day treatment programs. The ASAM criteria note that the duration of treatment varies with the severity of the person's illness and his or her response to the treatment intervention. Therefore, progress in a particular level of care, rather than a predetermined length of stay, determines an individual's movement through the treatment continuum.
In the clinical and research literature, IOPs may also include partial (1) were also examined. Studies were excluded that examined residential treatment only, ambulatory treatment only, aftercare only, treatment for mental disorders only, developmental disability programs, hospitalbased inpatient treatment programs without comparisons to less intensive services, and treatment services for adolescents.
Strength of the evidence
The methodology used to rate the strength of the evidence is described in detail in the introduction to this series (5) . The research designs of the identified studies were examined. Three levels of evidence (high, moderate, and low) were used to indicate the overall research quality of the collection of studies. Ratings were based on predefined benchmarks that considered the number and quality of the studies. If ratings were dissimilar, a consensus opinion was reached.
In general, high ratings indicate confidence in the reported outcomes and are based on three or more RCTs with adequate designs or two RCTs plus two quasi-experimental studies with adequate designs. Moderate ratings indicate that there is some adequate research to judge the service, although it is possible that future research could influence reported results. Moderate ratings are based on the following three options: two or more quasi-experimental studies with adequate design; one quasi-experimental study plus one RCT with adequate design; or at least two RCTs with some methodological weaknesses or at least three quasi-experimental studies with some methodological weaknesses. Low ratings indicate that research for this service is not adequate to draw evidencebased conclusions. Low ratings indicate that studies have nonexperimental designs, there are no RCTs, or there is no more than one adequately designed quasi-experimental study.
We accounted for other design factors that could increase or decrease the evidence rating, such as how the service, populations, and interventions were defined; use of statistical methods to account for baseline differences between experimental and comparison groups; identification of moderating or confounding variables with appropriate statistical controls; examination of attrition and followup; use of psychometrically sound measures; and indications of potential research bias.
Effectiveness of the service We described the effectiveness of the service-that is, how well the outcomes of the studies met the service goals. We compiled the findings for separate outcome measures and study populations, summarized the results, and noted differences across investigations. We evaluated the quality of the research design in our conclusions about the strength of the evidence and the effectiveness of the service.
Results

Level of evidence
The level of evidence for IOPs was rated as high. Multiple RCTs and quasi-experimental studies have been conducted of IOPs that were designed for individuals with substance use disorders. We identified five reports based on four RCTs that compared IOP services or day treatment services with inpatient or residential treatment (6-10) and two studies of inpatient treatment versus IOPs that included participants who had been randomly assigned to a treatment group and those who refused randomization (11, 12) . Our search also found six naturalistic analyses of patients treated in inpatient and IOP settings (13) (14) (15) (16) (17) (18) and one qualitative review of research published after 1995 (19) . Table 2 summarizes the studies included in this review.
Most of the RCTs had good internal validity and used the Addiction Severity Index (ASI), a well-validated treatment outcome measure. However, samples were sometimes small to modest, and insufficient statistical power may have contributed to a lack of strong findings. Conversely, the naturalistic studies reported large samples but had more variability in outcome measures. Nonetheless, findings from the RCTs and naturalistic analyses appeared to complement each other.
Patient populations and service settings
In studies of IOP services, alcohol dependence (9, 10, 15, 19) and cocaine dependence (6, 16) were the primary diagnoses of participants. Two RCTs and 12 months ASI problem severity declined in both groups at both measurement intervals. There were no differences between levels of care. months after baseline ASI problem severity declined in both groups after baseline. There were no differences between levels of care except for the most severe cases.
PSYCHIATRIC SERVICES IN ADVANCE
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PSYCHIATRIC SERVICES IN ADVANCE (7, 20) and four naturalistic analyses (13, 14, 17, 18) included people with alcohol and drug (undefined) diagnoses. There was demographic variation across study populations, including individuals who were uninsured and homeless in inner cities (13, 14) , employed men and women with commercial health plans (6, 12, 15) , patients in the Veterans Affairs (VA) health system (11, 18) , and men and women treated in public systems of care (7, 11, 14, 16, 17) . One study compared a one-year day treatment program with a one-year residential program (7, 8) . African Americans were the primary racial-ethnic minority group studied, and most study populations had good racial-ethnic mixes.
No studies compared the effects of IOPs across racial or ethnic groups. Service settings for these studies included hospital-based inpatient and day treatment in VA hospitals (11, 18) and community hospitals (6, 9, 10, 15) , residential programs (7, 8, 12) , communitybased public (7, 8, 11, 14, 16, 17) and private (6, 12, 14, 15) substance use treatment centers, and one drug treatment program based on therapeutic community principles (7, 8) . The services varied in intensity (that is, hours per week), duration, content of the sessions, and therapeutic approaches. Follow-up periods ranged from three months to 18 months. The dependent variables used to assess patient outcomes also varied, but abstinence (6,9,10) and changes in ASI scores (6, 7, (11) (12) (13) (14) 17, 18) were most common ( Table 2) .
Effectiveness of the service
Variation in the operationalization of IOPs across studies and differences in outcome measures slightly tempered our assessment of the equivalent effectiveness of inpatient and IOP services. In most studies, the inpatient and IOP services differed on many dimensions (for example, setting, duration, and intensity), although one investigation used the same staff, facility, and therapeutic process between experimental and control groups and altered only the setting (inpatient versus outpatient) (9) . The primary commonality was treatment in an IOP setting versus an overnight stay in a more controlled residential or inpatient setting (6) (7) (8) (9) (10) (11) (12) (13) (14) (15) (16) (17) (18) , but variation in the operationalization of IOP services and outcome measures limited direct comparisons.
The RCTs and quasi-experimental studies consistently reported significant reductions in measures of problem severity and increases in days abstinent at follow-up interviews (between three and 18 months after baseline assessment) for study participants receiving IOP services or day treatment services and for individuals in inpatient or residential care (Table 2) . One trial with small samples found higher rates of abstinence three months after treatment among individuals who received inpatient care compared with those who received day treatment (63% versus 38%), but this effect was not observed at six months after treatment (6) . In addition, all RCTs reported similar reductions in ASI measures when inpatient and IOP settings were compared (7, 8, 11, 12) . Finally, the studies that included participants who were randomly assigned to treatment condition and those who self-selected levels of care reported a similar lack of overall differences in study outcomes when levels of care were compared (11, 12) . Indeed, a study based in the VA reported that two-thirds of the participants refused randomization, but outcomes were similar for study participants whether or not they were randomly assigned (11) .
Although analyses of natural cohorts generally assume that patients treated in residential settings have more severe substance use problems than those treated in outpatient treatment settings, differential effectiveness based on problem severity was elusive in the articles we reviewed. Only two of six naturalistic analyses reported main effects for treatment setting. One was an analysis of Washington State treatment programs (17) . Results showed that patients treated in an inpatient setting who stepped down to treatment in an IOP improved more than those treated only in IOP settings, because problem severity was greater at baseline among those admitted to inpatient care. Another analysis of a cohort of patients treated in a psychiatric hospital reported that patients who were alcohol dependent and treated in an IOP returned to "significant" drinking more quickly than those treated in inpatient care (15) . The other four analyses did not find main effects for treatment setting (13, 14, 16, 18) . There is some evidence that disorder severity may influence the effectiveness of IOPs compared with inpatient or residential treatment. In Minnesota treatment programs, patients with recent suicidal ideation had better outcomes after residential care than patients who participated in an IOP (14) . A secondary analysis of data from clients in treatment for cocaine dependence noted that patients with more severe drug problems were more likely to benefit from long-term residential care than from less intensive levels of care (16) . Finally, an analysis of patients in a VA program also suggested that those with more severe alcohol or drug problems had better response when treated in residential settings than in IOPs (18) . Although there is still some debate about the equivalence of inpatient treatment and treatment in an IOP for patients with the most severe levels of dependence, there appears to be general consensus that for most patients the levels of care are equivalent.
It is noteworthy that the current assessment of IOP services echoes findings from similar reviews conducted since the 1960s (20) (21) (22) (23) (24) (25) (26) (27) (28) (29) (30) . Despite changing research methods and study populations, results are consistent-patient outcomes from inpatient, residential, and intensive outpatient services are positive and more similar than different. This consistency over time enhances confidence in the stability of the findings and the value of IOP services.
Discussion
Overall, the current literature suggests that a wide range of service intensities can be effective for individuals with substance use disorders. There is a high level of evidencewith the caveats we have noted-that IOPs are as effective as inpatient and residential treatments when studies compare these approaches directly (see box on this page). IOPs have emerged as a critical facet of 21st century addiction treatment for people who need a more intensive level of service than usual outpatient treatment. IOPs allow participants to avoid or step down successfully from inpatient services. This is an important consideration for policy makers, providers, and individuals engaged in substance abuse treatment services when deciding which level of care is most appropriate for specific clinical situations.
Taken together, RCTs and quasiexperimental studies consistently reported equivalent reductions in measures of problem severity and increases in days abstinent at followup for participants who received IOP services or day treatment services compared with those in inpatient or residential care. We found no studies comparing IOP participants with waitlist or no-treatment control groups. Reviews of the literature point out many design and treatment differences that may affect conclusions about the effectiveness of inpatient versus outpatient services. A chapter in an ASAM-sponsored text (31) reiterated the debate on inpatient versus outpatient settings and concluded that engagement in longer, less-intensive services may have greater benefit than brief, intensive interventions without ongoing support, especially among individuals with a more severe history of addiction.
The important feature appears to be continuity of care over a long duration, and this perspective is consistent with emerging models of recoveryoriented systems of care. However, the interaction between severity of alcohol and drug problems and setting of care has been elusive, and the effect (when present) appears to be small. Overall, studies have found that 50%270% of participants reported abstinence at follow-up, and most studies found that this outcome did not differ for inpatient versus outpatient settings of care. This makes cost, treatment duration, and living in the community the major points of comparison between inpatient and IOP services for individuals with substance use disorders.
It is difficult to say which aspects of IOPs are most likely to be effective with specific populations. Naturalistic studies using large samples found subtle improvements among people with the most serious substance use problems, suggesting that this level of inpatient or residential care may be helpful or necessary for a subset of people. However, a primary ongoing research need is to identify individuals with severe alcohol and drug use for whom inpatient or residential care is of greatest value. One complication is the variation in how residential care and IOP services are defined. This is an important distinction that needs clarification as provider systems move into an increasingly risk-based financing environment. Payers and providers should collaborate to define IOP services more consistently, so that effects are replicable across settings and patient populations. Likewise, there is a need for more research on the most effective length of IOP treatment. IOP models should clearly identify the type, duration, and intensity of IOP services. Researchers also need to determine the optimal type and level of stabilization services following discharge from an IOP that will sustain the gains made during the IOP treatment episode.
Although African Americans were the dominant racial-ethnic minority group in many of the investigations comparing residential and inpatient services with intensive outpatient Evidence for the effectiveness of substance abuse intensive outpatient programs (IOPs): high Despite some variations in programming and design, substance abuse IOPs compared with control conditions demonstrate consistent evidence for the following outcomes:
• Reduced drug or alcohol use from baseline to follow-up • Few differences between IOPs and inpatient programs services, race-ethnicity varied substantially across the studies. The finding that IOP services and residential or inpatient care lead to equivalent outcomes appears to generalize across racial and ethnic groups; however, we cannot make specific recommendations for IOP services related to raceethnicity on the basis of the current literature. Future studies may systematically vary components of IOPs to determine the more critical features for efficient and effective care. Surprisingly, none of the studies examined in this review included the use of pharmacotherapy, which improves treatment outcomes when used in conjunction with therapeutic interventions. We believe that 21st century systems of addiction treatment should provide ongoing pharmacological and behavioral therapies within a continuing care model that increasingly relies on IOP settings rather than on residential and inpatient care. Recent RCTs also document the value of enhancing IOP services with contingency management during treatment in an IOP (32) and during aftercare (33) .
Without increased standardization, patients, payers, and policy makers will continue to have difficulty comparing IOP services with other levels of substance abuse treatment services. Requirements to adhere to the National Quality Forum consensus standards, for example, could help ensure that IOPs provide consistent and effective pharmacological and behavioral addiction treatments (34). Accordingly, this calls for improved assessment of the specific needs of each person requiring intensive services in order to determine the appropriate level of care. Policy makers, payers, and consumers should consider demanding these assessments, and providers across all levels of care should receive the necessary training to complete them properly.
Conclusions
This review found that studies of inpatient treatment and IOP services have yielded results that are consistent and similar: outcome measures of alcohol and drug use at follow-up show reductions in substance use and increases in abstinence, and outcomes do not differ significantly between inpatient and IOP settings. Although a few studies suggest that patients with greater impairment may have better outcomes if treated in inpatient settings than in IOPs, such differential effectiveness appears elusive and may apply only to the most severely impaired individuals. Compared with inpatient care, IOP services have at least two advantages: increased duration of treatment, which varies with the severity of the patient's illness and his or her response, and the opportunity to engage and treat consumers while they remain in their home environments, which affords consumers the opportunity to practice newly learned behaviors. IOPs are an important service for inclusion as a covered benefit for people with substance use disorders. The diversity of settings and range of outcomes assessed, combined with the consistency of improvement over time, suggest that the effectiveness reflects the intensity and duration of treatment rather than a specific setting or patient population.
